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This report is the result of a special monitoring
survey conducted on June 22, 2023. The facility
attestations for the following were reviewed:
Varicose Vein Treatment RF and Cyanoacrylate
C2 (Coronary) Shockwave

AmWell Telemedicine Platform (Telemedicine
Cart/Tablet)

Addition of Craniotomies to Neurosurgery

It was determined the facility was in compliance with
the applicable requirements of the Pennsylvania
Department of Health ' s Rules and Regulations for
Hospitals, 28 Pa Code, Part IV, Subparts A and B,
November 1987, as amended June 1998.
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